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Abstract 
Objective: To investigate relationships between self-reported sexual abuse, depression, 
hopelessness, and suicidality in a community sample of adolescents.  
Method: In 1995, students (mean age 13 years) from 27 high schools in Australia (n = 2,603) 
completed a questionnaire including measures of depressive symptoms (Center for Epidemiologic 
Studies Depression Scale), hopelessness, sexual abuse, and suicidality. Data analysis included 
logistic regression.  
Results: Sexual abuse is associated with suicidality, both directly and indirectly through 
hopelessness and depressive symptoms in the model developed. High suicide risk (behavior 
exceeding thoughts such as plans and threats, or deliberate self-injury) is strongly correlated with 
suicide attempts (odds ratio 28.8, 95% CI 16–52, p < .001). Hopelessness is associated with 
high suicide risk only, whereas depressive symptoms are associated with high suicide risk and 
attempts. Hopelessness is more strongly associated with sexual abuse in boys than girls. Depressive 
symptoms are more strongly associated with high suicide risk in girls than boys. Controlling for 
other variables, sexual abuse is independently associated with suicide attempts in girls but not 
boys.  
Conclusions: Clinical assessment should consider gender differences in relationships between 
sexual abuse, depressive symptoms, hopelessness, and suicidality. Sexually abused girls may be at 
increased risk of attempting suicide, independent of other psychopathology.  
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Sexually abused children and adolescents experience many adverse effects on their 
psychosocial development. Functioning into adulthood may be gravely affected (Nelson et al., 
2002; Santa Mina and Gallop, 1998), and recent evidence supports a multifaceted model of 
traumatization rather than a specific sexual abuse syndrome (Paolucci et al., 2001). One 
adverse outcome associated with the trauma of childhood and adolescent sexual abuse (CSA) 
is an increase in suicidality (Beautrais, 2000), defined as suicidal ideation, making threats, 
plans, deliberate self-harm, and suicide attempts (Pearce and Martin, 1994). Early evidence 
(Beitchman et al., 1991) did not fully support a link between suicidality and CSA in the 
absence of force or threat of force. A more recent meta-analysis, however, confirms the 
association between all forms of CSA and negative short- and long-term sequelae, including 
in-creased suicidality (Paolucci et al., 2001). 
Suicidality is uncommon in young children, rates tending to increase with age in 
adolescence. Cross-sectional studies have found a significantly increased risk of suicide 
attempts in younger adolescents who report experiences of CSA (Martin, 1996; Riggs et al., 
1990). Retrospective studies of adults (Brown et al., 1999; Dube et al., 2001) and 
longitudinal studies of individuals from birth to 18 and 21 years (Fergusson et al., 1996; 
Silverman et al., 1996) confirm a greatly increased risk of attempted suicide in those 
experiencing CSA (odds ratios of 10–11). 
The impact of emotional, physical, and sexual abuse is related in a linear fashion to suicide 
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risk, such that women who experienced one, two, or three forms of abuse are proportionately 
more likely to attempt suicide (Dube et al., 2001), to have suicidal ideation (Gutierrez et al., 
2000), or to repeatedly harm themselves by overdosing (Xavier et al., 1998). Severity of 
abuse, such as increased frequency or duration or use of force or penetration, is associated 
with more harmful long-lasting effects (Beitchman et al., 1992), with increased distress 
(Pillay and Schoubben Hesk, 2001), and with severity of suicidal behavior (Bensley et al., 
1999; Fergusson et al., 1996; Lipschitz et al., 1999). Conflicting findings have been reported 
where emotional abuse (Gibb et al., 2001) or physical abuse (Tulloch et al., 1994; Wagner et 
al., 1995) alone is related to suicidal ideation or behavior. Beautrais and colleagues (1996) 
found no association between physical abuse and risk of suicide and cautioned against 
concluding that physical abuse is a strong predictor where confounding factors have not been 
controlled. 
The specific pathways by which CSA leads to suicidality are unclear. Depression is 
generally accepted as the most important risk factor (Beautrais, 2000). However, its 
contribution may be complicated by the high rate of comorbidity with conduct disorder (Ben-
Amos, 1992), anxiety and attention deficit disorder (Angold and Costello, 1993), and 
posttraumatic stress disorder in sexually abused adolescents (Brand et al., 1996). 
Hopelessness has been found to mediate the effect of depression on suicidality in adults, 
although in adolescents the exact relationship is less clear (Abramson et al., 1989; Mazza 
and Reynolds, 1998). In community samples of adolescents, Cole (1989) found that hope-
lessness was a significant contributor to suicidal behavior in females but not males, although 
Metha and colleagues (1998) found hopelessness to predict substance use but not suicide 
risk. In adolescent clinical samples, depression, hopelessness, low self-esteem, and negative 
cognitive style all contribute to suicidality (Dori and Overholser, 1999), and hopelessness may 
be more important than depression (Kumar and Steer, 1995). Grilo and colleagues (1999) 
found that both internalizing (depression and self-criticism) and externalizing factors 
(violence and alcohol) predict suicide risk in abused youths, whereas more internalizing fac-
tors (depression, self-criticism, and hopelessness) were predictive of suicide risk in depressed 
but nonabused youths. 
Failure to find statistically significant gender differences in a meta-analysis of CSA 
outcome studies (Paolucci et al., 2001) has been attributed to poor-quality data, given that 
individual studies do indeed report such effects (Garnefski and Arends, 1998; Tomori et al., 
2000). Gender differences in depressive symptomatology have been found (Allison et al., 
2001; Avison and McAlpine, 1992; Lewinsohn et al., 2001), and Mazza and Reynolds (1998) 
stressed the need to consider gender-specific relationships between psychological variables 
and suicidality. 
From a large community study of risk factors associated with suicidality in young 
adolescents, this study examines cross-sectional relationships between CSA, suicidal 
behavior, and suicide attempts. Given previous work, we expected that relationships would be 
mediated by depression and hopelessness, and would possibly be gender-specific. 
 
METHOD  
 
Participants 
 
This work is derived from the Early Detection of Emotional Disorders program, a 
longitudinal study of young adolescents, focusing on the early detection of suicidal behaviors, 
risk and protective factors implicated in later suicide. The sample comprised students from 17 
public and 10 private rural and suburban high schools (approximately one third) in lower to 
upper middle socio-economic areas of South Australia. Participants were surveyed yearly on 
three occasions: at time 1, participants were in year 8 of high school (mean age 13 years); at 
time 2, they were in year 9; and at time 3 they were in year 10. Data used in the present study, 
previously unreported, are drawn from time 1 only. Other pilot studies originating from this 
program have been reported (Allison et al., 2001; Martin, 1996; Pearce and Martin, 1994). 
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Procedure 
 
Approval for the program, begun in 1995, was granted by the South Australian Department 
of Education and Children’s Services, the Catholic Education Office and Independent 
Schools Board, the Flinders Medical Center Ethics Committee on Clinical Investigation, 
individual school principals, and parent–teacher councils. Following parental agreement, 
2,603 students were surveyed, an overall response rate of approximately 85%. Students were 
informed that their participation was voluntary and nonparticipation would have no adverse 
consequences whatsoever. Questionnaires were completed during class time under the 
supervision of teachers, and responses were placed in a sealed container to maintain 
anonymity. A group debriefing session followed, and a school counselor was available for 
any student showing distress. 
 
Measures 
 
Items of interest reported here form part of a comprehensive questionnaire, the Youth 
Assessment Checklist (Martin et al., 1995; copies of the Youth Assessment Checklist are 
available from the corresponding author1). 
Depressive symptomatology was measured with the Center for Epidemiologic Studies 
Depression Scale (CES-D), a self-report 20-item instrument with high internal consistency 
and adequate test– retest repeatability in community samples of adults (Radloff, 1977) and 
adolescents (Roberts et al., 1990, 1991). Respondents rated the frequency of depressive 
symptoms felt in the past week on a 4-point scale (0, rarely or never; 1, some or a little of the 
time; 2, occasionally or a moderate amount of the time; 3, most or all of the time). The total 
CES-D depression score was recoded to a two-category variable using a cut-off of 16 
(Radloff, 1977), resulting in percentages of our sample classified as depressed not dissimilar 
to Dierker and colleagues (2001). Although Roberts and colleagues (1990, 1991) suggested 
that this cut-off will produce many false-positive results, use of Garrison and colleagues’ 
(1991) cut-off scores of 12 for adolescent boys and 22 for adolescent girls in our sample 
(where the male and female mean scores were low and similar) would have resulted in twice 
as many boys classified as depressed as girls, an unreasonable assumption for this 
population. 
Hopelessness was measured with the Beck Hopelessness Scale (Beck et al., 1974), a 20-
item true/false self-report instrument to assess an individual’s negative expectations about his 
or her future. The scale has good internal consistency and validity with clinician ratings and 
has been used extensively with adolescents (Gibb et al., 2001). A two-category variable was 
coded from the total score, with a cut-off value of the mean plus one standard deviation. For 
our sample (mean 3.6, SD = 3.6), this was taken as a value of 7 (i.e., total Beck score <-7, 
not hopeless; total Beck score >7, hopeless). 
The occurrence of CSA was assessed by asking, “Have you ever been sexually abused” 
with a “yes/no” response. Secondly, “If yes, then by whom?” had a choice of the following 
responses: a friend, a family member, someone else known to you, a stranger. Thirdly, “How 
distressed do you feel about this now?” was answered on a Likert scale of 0 (not at all 
distressed), to 6 (extremely distressed). These were recoded to a two-category variable with 
values low (0–2) or high (3–6). 
Assessment of suicidality was based on the work of Pearce and Martin (1994), whose 
original questions attempted to establish the time frame, frequency, and severity of suicidal 
behavior, comprising ideas, plans, threats, deliberate self-harm, and suicide attempts. In the 
present study, respondents were asked questions such as, “Have you ever deliberately tried to 
hurt yourself?” and “Have you ever tried to kill yourself?” We assumed that respondents 
distinguished deliberately hurting themselves (i.e., deliberate self-injury [DSI]) from trying 
                                                 
1 Correspondence to Professor Martin, Director Child and Adolescent Psychiatry, The University of 
Queensland, Mental Health Center, K floor, Royal Brisbane Hospital, Herston, QLD 4029, Australia; 
e-mail: graham.martin@uq.edu.au. 
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to kill themselves (suicide attempt). Original response choices for these questions were 
“never” and “yes,” with six options of when it occurred (e.g., last month, between 1 and 3 
months ago, more than 12 months ago). For this study, responses were collapsed to provide 
yes/no categorical data. Following a “yes” response to DSI or a suicide attempt, respondents 
were asked to describe what they did and, following an attempt, if they needed emergency 
medical treatment or hospitalization. Inconsistent responses (e.g., “yes” response to the 
hospitalization question following a “no” response to the attempt question) were assumed to be 
a misunderstanding of the question and were recoded appropriately. 
Following Pearce and Martin (1994), a composite index of suicidality was calculated from 
which a new two-category variable, suicide risk, was coded. Scores were assigned to take 
into account increasing severity of behavior: suicidal ideation (yes = 1, no = 0), suicidal 
plans (yes = 2, no = 0); suicidal threats (yes = 3, no = 0), and DSI (yes = 4, no = 0). Pearce 
and Martin found that a cut-off score of 5 identified attempters from non-attempters with 
96% sensitivity and 79% specificity; thus, total scores >-5 were coded as “high” and total 
scores <5 were coded as “low.” High suicide risk could therefore comprise, for example, DSI 
and one or more of suicidal ideation, plans, or threats. Internal consistency of the index was 
sound (standardized item α = .84). 
 
TABLE 1 - Descriptive Statistics 
 
 Males Females Total a  
Total N 1,442 1,154 2,603 
CSA (n) 1,419 1,127 2,546 
 Yes: n (%) 22 (1.6) 77 (6.8) 99 (3.9) 
Depressive symptoms (n) 1,323 1,098 2,421 
 CES-D: mean (SD) 11.4 (8.7) 13.6 (11.4) 12.4 (10.1) 
 Not depressed b  1,028 754 1,782 
 Depressed a : n (%) 295 (22.3) 344 (31.3) 639 (26.4) 
Hopelessness (n) 1,263 1,043 2,306 
 Beck: mean (SD) 3.4 (3.4) 3.7 (3.8) 3.58 (3.61) 
 Not hopeless 1,107 904 2,011 
 Hopeless: n (%) 156 (12.4) 139 (13.3) 295 (12.8) 
Suicidality: n (%) 
 Ideation: yes 260 (18.4) 312 (27.4)  
 Plans: yes 118 (8.6) 165 (14.7)  
 Threats: yes 110 (8.0) 129 (11.4)  
 DSI: yes 213 (15.5) 202 (18)  
 Attempts: yes 54 (3.9) 74 (6.6)  
 Emergency treatment 13 11  
 Hospital admission 8 9  
 
Note: CSA = childhood and adolescent sexual abuse; CES-D = Center for Epidemiologic Studies Depression 
Scale; DSI = deliberate self-injury.  
a Includes seven cases with missing gender. 
b Classified by CES-D scale standard cut-off score 16. 
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Statistical Analysis 
 
Analysis was performed with SPSS version 11, using descriptive statistics, χ2 tests, and 
direct and sequential logistic regression to investigate relationships between the independent 
variables and to estimate the probability of a suicidal outcome (dichotomous dependent 
variable). Gender differences were expected and were confirmed by testing gender times CSA 
interactions (significant). Thus, rather than using gender as an independent variable, separate 
analyses were conducted for boys and girls to highlight specific differences. The correlation 
between depressive symptoms and hopelessness did not reach a level indicating multi-
collinearity, and examination of tolerance values and variance proportions for all variables 
indicated it was safe to undertake logistic regression tests (Tabachnick and Fidell, 2001). 
 
TABLE 2 - Frequency and Severity of Suicidal Behavior, and Measures of Depressive Symptoms and 
Hopelessness among Sexually Abused and Nonabused Adolescents 
 
 
 
Sexually 
Abused Nonabused χ2 1  
Ideation (%) 61 21 85.60 *  
Plans (%) 42 10 96.78 *  
Threats (%) 34 8 71.68 *  
DSI (%) 47 15 70.09 *  
Attempts (%) 28 4 107.26 *  
>5 acts of DSI 20 4  18.95 *  
>5 attempts (%) 19 2  16.19 *  
Hospital admission 
after attempt (%) 
38 7 16.8 *  
CES-D depressive 
 symptomatology 
  U = 58,014.0 
Mean score (SD) 22.8 (14.7) 11.9 (9.6) Z = −7.629 a  
Beck hopelessness   U = 59,576.0 
Mean score (SD) 6.87 (5.6)  3.44 (3.4) Z = −5.729 a  
 
Note: DSI = deliberate self-injury; CES-D = Center for Epidemiologic Studies Depression Scale.  
**p < .001. 
*p < .01; 
a Mann-Whitney U test with two-tailed significance <.001. 
RESULTS 
 
Approximately 82% to 84% of the 2,603 students fully completed each section of the 
questionnaire relevant to this study. Descriptive statistics are reported in Table 1. Throughout 
this section, the terms “depressed” and “depression” are used to indicate classification 
according to the CES-D scale (see Method), not clinically diagnosed depression. 
Reported experience of CSA was more prevalent among girls (6.8%) than boys (1.6%). 
Reported current distress from past CSA was not associated with the identity of the abuser but 
was significantly related to depression (Pearson χ2  1  = 5.33, p < .05) and DSI (Pearson χ2  
1  = 5.40, p < .05). The identity of the abuser was associated with depression (Pearson χ2  1  
= 6.84, p < .05), with 100% of those reporting abuse by more than one person and 71% of 
those reporting abuse by family or friends classified here as depressed, according to the CES-D 
self-report measure. 
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The frequency and severity of suicidal behavior was significantly greater among sexually 
abused compared to nonabused adolescents. Depression and hopelessness were also more 
prevalent among the sexually abused youths (Table 2). Significant gender differences were 
found for increased depression ( χ2  = 41.80, p < .001), with more girls than boys depressed; 
this was not found for hopelessness (χ2  = 0.49, NS). 
To further investigate multivariate relationships between CSA, depressive symptoms, 
hopelessness, and suicidality, direct logistic regression was used. This method allows 
evaluation of the unique contribution made by each independent variable predictor (IV) be-
yond that of other IVs, each IV being evaluated as if it entered the regression equation last. 
Several runs were performed, one for each dichotomous dependent (criterion) variable: ideas, 
plans, threats, DSI, and at-tempts. Results are summarized in Table 3. 
A test of the full model with all three IVs against a constant-only model was statistically 
reliable for suicidal ideas (χ2 3  = 449.80, p < .001), plans (χ2 3  = 325.9, p < .001), threats (χ2 3  = 
170.23, p < .001), DSI (χ2 3  = 260.73, p < .001), and suicide attempts (χ2 3  = 168.19, p < 
.001). For the combined group, the Wald statistic for all IVs was highly significant (p < 
.001) and indicated that all IVs were reliably associated with outcome. 
Separate analyses were also performed for boys and girls. Apparent gender differences in 
odds ratios (OR) were checked for significance by calculating the p value for a Wald χ2  test 
of the significance of differences between corresponding logit coefficients for each inde-
pendent variable (Garson, 2002). Four significant differences were found: the association of 
depression with suicidal ideation (χ2 1  = 7.25, p < .01) and DSI (χ2 1  = 14.84, p < .001) was 
greater for girls than for boys. In contrast, the association of hopelessness with DSI was 
greater for boys than girls (χ2 1  = 4.12, p < .05), and hopelessness with attempts was 
significant for boys but not girls. 
Comparison of Wald values and ORs within groups also indicated that for girls, depression 
was very strongly associated with suicidality, with ORs more than twice those of CSA or 
hopelessness. For boys, depression was also strongly associated with suicidality, although 
hopelessness appeared relatively more important. 
To investigate differences between depression and hopelessness as mediating variables in 
the relationship between CSA and suicidality, sequential logistic regression was used 
(Tabachnick and Fidell, 2001). Theoretical considerations guided the entry of IVs rather than 
statistical cut-offs, which may highlight anomalies in data rather than providing insight into 
real relation-ships. In our case, CSA was assumed to be temporally prior and therefore 
always entered the regression equation first. Second, depression and hopelessness were 
entered sequentially, in two different runs in the opposite order to test the mediation effect 
(i.e., if one is controlled for, then does the other still have significance?). 
Using suicide attempts as the criterion variable, CSA entered at step (i) was significant 
(Wald = 61.75, df = 1, p < .001), as was the model (χ2 1  = 46.14, p < .001). In step (ii), 
depression was entered (χ2 1  = 91.55, p  < .001), and it added significantly to the model 
(χ2 2  = 157.78, p < .001). At this point, the regression coefficient for CSA was reduced 
although still significant (Wald = 28.21, df = 1, p < .001). When entered at step (iii), 
hopelessness made an independent contribution (Wald = 10.75, df = 1, p < .001), and the 
direct contributions of both depression (Wald = 64.63, df = 1,  p  < .001) and CSA (Wald = 
21.94, df  = 1, p < .001) were reduced. The final model was only slightly improved (χ2 3  = 
168.19, p < .001) between step (ii) and step (iii). These results indicate that depression 
partially mediated the relationship between CSA and suicidality. In addition, the strength of 
association of CSA and depression onto suicide attempts was not substantially reduced by 
hopelessness. 
The analysis was repeated with reversed order of entry for depression and hopelessness at 
step (ii). Hopelessness made a significant independent contribution (Wald = 56 .3 ,  df = 1, p  
< .001), and CSA was reduced but still significant (Wald = 33.11, df = 1, p < .001). 
Addition of depression at step (iii) resulted in the same final model reported above, as 
expected. Comparison of model χ2  values at step (ii) in each run indicated that depression 
was more strongly associated with suicide attempts than hopelessness. Reduction in the 
Wald values of CSA as depression and hopelessness were added to the model indicated that 
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the association of CSA with suicide attempt was partially mediated by both depression and 
hopelessness. Reduction in the association by depression when hopelessness was added, and 
vice versa, indicated considerable overlap between the two variables. Incomplete mediation 
(i.e., CSA was not rendered insignificant by the addition of depression or hopelessness at 
steps (ii) and (ii)) indicated there may be other factors associated with both CSA and suicide 
attempts. In other words, not every sexually abused adolescent who claims to have 
attempted suicide is depressed or hopeless (by our self-reported measures). This is not 
unexpected, as examination of the Nagelkerke R2 values for the full three-variable models 
for suicidal attempts (0.23), DSI (0.25), threats (0.16), plans (0.28), and ideas (0.28) 
indicated that approximately only one quarter of the variance was explained by these IVs. 
 
TABLE 3 - Direct Logistic Regression 
 
Combined Boys Girls  
 Wald *  OR (95% CI) Wald OR (95% CI) Wald OR (95% CI) 
Ideas 
 CSA 17.8 3.2 (1.9–5.5) 4.1 *  3.4 (1.0–11.3) 9.4 *  2.6 (1.4–4.9) 
 Depression a b  217.9 5.9 (4.7–7.5) 68.1 *  4.1 (3.0–5.8) 143.6 *  8.0 (5.7–11.2) 
 Hopelessness 54.1 3.1 (2.3–4.2) 29.8 *  3.1 (2.1–4.8) 24.7 *  3.3 (2.1–5.2) 
Plans 
 CSA 21.1 3.5 (2.1–6.0) 6.8 *  4.9 (1.5–16.3) 10.7 *  2.8 (1.5–5.2) 
 Depression 136.5 7.0 (5.0–9.7) 45.6 *  4.9 (3.1–7.9) 85.3 *  9.5 (5.9–15.2) 
 Hopelessness 36.3 2.9 (2.0–4.0) 16.8 *  2.9 (1.7–4.8) 19.7 *  2.9 (1.8–4.6) 
Threats 
 CSA 17.0 3.1 (1.8–5.2) 12.0 *  7.8 (2.4–24.8) 6.5 *  2.2 (1.2–4.1) 
 Depression 51.8 3.4 (2.4–4.7) 14.3 *  2.6 (1.6–4.2) 36.8 *  4.1 (2.6–6.5) 
 Hopelessness 32.3 2.8 (2.0–4.0) 25.0 *  3.8 (2.3–6.5) 8.5 *  2.1 (1.3–3.4) 
DSI 
 CSA 17.9 2.9 (1.8–4.8) 5.5 *  3.9 (1.3–12.0) 11.8 *  2.7 (1.5–4.9) 
 Depression a  130.7 4.7 (3.6–6.1) 43.8 *  3.5 (2.4–5.1) 85.4 *  6.3 (4.3–9.3) 
 Hopelessness a  18.7 2.0 (1.5–2.8) 11.7 *  2.2 (1.4–3.4) 6.7 *  1.8 (1.2–2.9) 
Attempts 
 CSA 21.9 4.1 (2.3–7.4) 4.7 *  4.3 (1.1–16.2) 14.1 *  3.7 (1.9–7.3) 
 Depression 64.6 7.8 (4.7–12.9) 19.0 *  4.9 (2.4–10.0) 41.1 *  11.9 (5.6–25.4)
 Hopelessness a  10.7 2.2 (1.4–3.4) 9.2 *  3.0 (1.5–6.3) NS — 
 
N o t e :  OR = odds ratio; CI = confidence interval; CSA = childhood and adolescent sexual abuse; DSI = 
deliberate self-injury; CES-D = Center for Epidemiologic Studies Depression Scale; NS = not significant ( p  > 
.05).  
*  p  <  . 0 5 ;   
* * p  <  .01;  
* * * p  <  .001. 
a Significant gender difference. 
b Classified by CES-D scale standard cut-off score 16. 
The relationship between these IVs and suicidal behavior excluding attempts was 
investigated initially with direct logistic regression, using the composite variable "suicide 
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risk" as the criterion variable. CSA (Wald = 21.02, df = 1, p < .001), with OR = 3.5 (95% 
confidence interval [CI] 2.1-6.1), depression (Wald = 122.86, df = 1, p < .001), with OR = 
5.9 (CI 4.3-8.1), and hopelessness (Wald = 54.42, df = 1, p < .001) with OR = 3.5 (CI = 2.5-
5.0) all have significant and unique associations with the model (χ2 3  = 333.45, p < .001). 
Furthermore, to test the hypothesis that there are significant relationships between CSA, 
depression, hopelessness, and suicide risk, onto suicide attempts as the criterion variable, a 
sequential logistic regression analysis was performed, with suicide risk now included with the 
original IVs (Table 4). Examination of Wald values and odds ratios for CSA and depression 
indicated that although markedly reduced at each step, they still made unique, significant 
contributions to the final model. The association of hopelessness, however, was reduced to an 
insignificant level, indicating it was fully mediated by addition of suicide risk at step (iv). 
Suicide risk contributed most to the final model, indicating, not surprisingly, that behavior 
comprising more than one of plans, threats, or DSI, is strongly associated with suicide 
attempts. The odds ratio of 28.8 for suicide risk was extremely large in comparison to the 
other IVs and, perhaps surprisingly, when suicide risk was con-trolled for, the relative 
strengths of association of CSA and depression were the same. The Nagelkerke R2  value for 
the full model was 0.45. The predictive power of the full model was reasonable and 
comparable to others (Lewinsohn et al., 1993), with sensitivity (83%) and specificity (92%) 
at a cut-off level of 0.15 (similar to the base rate of suicide attempt in the sample), giving an 
overall correct percentage of 91.4%. (“Predictive” is used here in its strict statistical sense 
and does not imply causality.) 
 
TABLE 4 - Sequential Logistic Regression (Full Model Including Suicide Risk) 
Attempts Wald Significance OR (95% CI) 
Step (i) 
 +CSA 63.48 <.001 8.9 (5.2–15.3) 
 Model χ2 (df) 47.51 (1) <.001  
Step (ii) 
 CSA 30.57 <.001 5.2 (2.9–9.3) 
 +Depression a  90.09 <.001 9.9 (6.2–15.9) 
 Model χ2 (df) 156.54 (2) <.001  
Step (iii) 
 CSA 24.66 <.001 4.5 (2.5–8.2) 
 Depression 61.41 <.001 7.5 (4.5–12.5) 
 +Hopelessness 12.55 <.001 2.3 (1.4–3.7) 
 Model χ2 (df) 168.70 (3) <.001  
Step (iv) 
 CSA 8.57 <.01 2.8 (1.4–5.6) 
 Depression 13.13 <.001 2.8 (1.6–5.0) 
 Hopelessness 0.44 NS  
 +Suicide risk 126.73 <.001 28.8 (16.1–51.7) 
 Model χ2 (df) 335.24 (4) <.001  
 
Note: OR = odds ratio; CI = confidence interval; CSA = childhood and adolescent sexual abuse; CES-D = Center 
for Epidemiologic Studies Depression Scale; NS = not significant.  
a Classified by CES-D scale standard cut-off score 16.  
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Full Model 
 
Gender differences were apparent in the full model (Fig. 1). Separate sequential analyses 
for boys and girls indicated that the association of CSA with suicide at-tempts was fully 
mediated by suicide risk for boys, but not so for girls, for whom a significant association still 
existed directly, or through other variables not considered here (OR 2.7, CI 1.19-6.0, p < 
.05). The OR for the association of CSA with hopelessness for boys (OR 9.9, CI 3.6-27.0, p < 
.001) was double that for girls (OR 4.9, CI 2.9-8.3, p < .001), and the OR for depression with 
suicide risk for girls (OR 8.0, CI 5.1-12.6, p < .001) was double that for boys (OR 4.0, CI 
2.6-6.4, p < .001). In addition, Nagelkerke R2 values for the final model were 0.50 for girls 
but only 0.38 for boys. 
DISCUSSION 
Findings from this cross-sectional, self-report study of a community sample of young 
adolescents indicate that CSA is related to suicide attempts through path-ways encompassing 
hopelessness and depressive symptoms, indicators of suicide risk such as ideation, plans, 
threats, and DSI, as well as directly or through other variables not considered in our model. 
Our model suggests that hopelessness is fully mediated by suicide risk and has no 
independent association with suicide at-tempts, in agreement with Metha and colleagues 
(1998), whereas depressive symptomatology is associated with both suicide risk and suicide 
attempts. Gender-specific analyses indicate that hopelessness is more strongly associated with 
CSA in boys than girls, and the strength of association of depressive symptomatology with 
suicide risk in girls is twice that of boys. CSA is independently and directly associated with 
suicide at-tempts in girls but not boys, although the latter result may be due to lack of 
statistical power due to a smaller percentage of boys reporting abuse. The variable most 
strongly associated with suicide attempts in our model was high suicide risk, which 
comprised at least suicidal plans and threats, or DSI and one or more of suicidal ideation, 
plans, or threats. These findings support existing evidence of the importance of acts that go 
beyond ideation as risk factors (Beautrais, 2000; Pearce and Martin, 1994). 
Like other wide-ranging investigations of adolescent suicidality (Lewinsohn et al., 2001), 
the Early Detection of Emotional Disorders study (Martin et al., 1995) contained over 20 
independent variables. This paper reports a small part of the overall study and is focused on 
CSA. Our model does not attempt to consider every possible variable associated with abuse 
and suicidality, yet it has reasonable sensitivity (83%) and specificity (92%). Of note, all 
false-positive cases (n = 162) incorrectly classified by our model were individuals at high 
suicide risk, with 88% reporting DSI and 65% reporting serious depressive symptoms. Close 
examination of false-negative cases (n = 18) reveals that these individuals claimed ideas and 
plans or threats, but none reported DSI, thus scoring low on suicide risk. In addition, only 2 of 
those 18 who reported attempts required medical attention following their attempt, suggesting 
a less serious attempt. 
Limitations 
Despite the relatively large sample size (n = 2,063), numbers of participants reporting CSA 
(n = 99) and suicide attempts (n = 128) were small; thus, statistical power was reduced and 
type II errors were more probable. However, the number of independent variables considered 
in this analysis (three or four) was well be-low the “1 independent for each 10 cases” rule 
(Garson, 2002, p.19), providing some confidence in the findings. 
Suicidality and CSA are confronting topics for the wider community to address, and 
questions relating to CSA, in particular, are often limited by the authorities granting access 
and approval for the study. While specific detail of the CSA reported in this study is not 
available, it can be distinguished from other forms of abuse. Given the young age of 
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participants (13 years), problems of retrospectivity are unlikely. The nature of the data (i.e., 
self-report) is also an important consideration. Although not based on substantiated evidence 
of actual CSA, interviews, or clinical diagnoses of depression, adolescents’ perceptions of 
life events and their own well-being are valid constructs to aid under-standing of subsequent 
suicidal behavior. Privacy of a self-report questionnaire may have even improved the honesty 
and accuracy of responses. Furthermore, our finding that current distress following sexual 
abuse was significantly related to serious depressive symptomatology increases confidence in 
the validity of responses. 
The time frame of some variables in relation to each other (i.e., whether CSA, DSI, or 
suicide attempts came first) is uncertain. Indeed, multiple experiences of CSA and suicidal 
behaviors may have coexisted in the past or be happening in the present. It is not possible to 
ascertain these details from this cross-sectional data. 
The representativeness of the large community sample is difficult to determine with 
certainty, although included were students from both public and private (Catholic and 
independent) schools, rural and suburban, and lower to upper middle class socioeconomic 
areas. Students who were absent on the day of the survey, whose parents refused consent, or 
who chose not to participate were, of necessity, allowed to exercise their right to privacy. 
The numbers not participating were small, however. Thus, we believe the 85% response rate 
is a strength of this study, which increases confidence that these findings are generalizable to 
other adolescent populations. 
Finally, although the mediational analyses in this study revealed some gender-specific and 
important associations between variables, care should be exercised in attributing causality, as 
the study was cross-sectional, not longitudinal, in nature. 
 
Fig. 1 Full model pathways showing odds ratios for combined genders and girlsg and boysb alone. OR = odds 
ratio; CSA = childhood and adolescent sexual abuse. 
 
Clinical Implications 
The importance of screening for CSA in adolescent clinical assessments cannot be 
overstated. CSA should be considered a risk factor for suicidal behavior even in the apparent 
absence of other psychopathology, al-though depressive symptoms may further increase its 
likelihood. Our results support existing evidence that suicidal behavior at the severe end of 
the spectrum (some combination of thoughts, plans, threats, and DSI reaching our cut-off 
score of 5) increases the risk of a suicide attempt. Sexually abused adolescents may also be 
more likely to make more frequent and more severe attempts, requiring prompt interventions 
and persistent follow-up. 
Hopelessness in boys appears to be associated with behaviors in the early stages of 
suicidality, not necessarily as the last step in the path to an attempt, as sometimes observed in 
adults. Thus, hopelessness as a risk factor for severe suicidality does not appear to be as useful 
for adolescents. 
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